O besity is increasing in prevalence worldwide and has reached epidemic proportions in many countries. Two-thirds of the US population is overweight or obese.
O besity is increasing in prevalence worldwide and has reached epidemic proportions in many countries. Two-thirds of the US population is overweight or obese. 1, 2 According to the most recent National Health and Nutrition Examination Survey , 68% of adult men and women are overweight or obese. 3, 4 The EUROASPIRE III survey revealed that obesity (body mass index [BMI] >30) was highly prevalent in coronary heart disease patients across all 22 participating countries, reaching an overall prevalence of 35%. 5 In the Saudi population, the prevalence of overweight and 
METHODS
The Saudi Project for Assessment of Coronary Events (SPACE) registry was a prospective study conducted in 17 hospitals from 5 major regions in Saudi Arabia. The details of the study were outlined previously. 10, 11 In summary, between December 2005 and December 2007, 5056 patients admitted with ACS were enrolled. All patients with ACS had a final diagnosis of ST elevation myocardial infarction (STEMI), non-ST segment elevation myocardial infarction (NSTEMI), and unstable angina. Diagnosis of different types of ACS and definitions of data variables were based on the definitions of the American College of Cardiology. 12 Data were collected for the following variables: patient demographics, medical history, provisional diagnosis on admission and final discharge diagnosis, investigations, medical therapy, use of cardiac procedures and interventions, in-hospital outcome, and mortality. BMI was calculated as weight in kilograms divided by the square of height in meters. Patients were categorized according to the World Health Organization classification13 into 4 groups: underweight or normal weight, BMI <25; overweight, BMI 25-29.9; obese, BMI 30-39.9; and morbidly obese, BMI >40.
Statistical analysis
Categorical data were summarized with absolute numbers and percentages. Continuous data were summarized with means and standard deviations or median and interquartile range. Comparisons among different BMI groups were performed using chi-square test for categorical variables and analysis of variance or Kruskal-Wallis test for continuous variables. To study the relationship of mortality with BMI and other risk factors, a multiple logistic regression model was used. The odds ratio estimates and corresponding 95% confidence intervals were obtained using a multiple logistic regression model. All analyses were performed using SAS/STAT software, version 9.1.3 (SAS Institute, Cary, NC, USA).
RESULTS

Study population
In total, 5056 consecutive patients were enrolled in the SPACE registry. The data required for this study were available for 3469 ACS patients (68.6%), who were classified according to their BMI into 4 groups as shown in Table 1 . Of the ACS patients included in the study, 72% were either overweight or obese. Table 1 depicts the baseline clinical characteristics of our cohort. Overweight, obese, and morbidly obese patients were more likely to be younger, have diabetes, hypertension, hyperlipidemia, and a history of ischemic heart disease and were less likely to be smokers compared to the normal-weight BMI group (P<.05). The median cholesterol and low-density lipoprotein cholesterol values showed no relationship with BMI, while the median fasting glucose levels and triglyceride levels were significantly associated with higher BMI.
Demographics and clinical characteristics
ACS presentation and management
The normal-weight patients were more likely to present with atypical chest pain than the higher-BMI patients (P=.003). STEMI patients represented 41.2% of the study population. The increased BMI patients were more likely to present with NSTEMI, while the normal BMI group tended to present with STEMI (P≤.001). A steady increase in the prevalence of NSTEMI was observed with increasing weight, and a steady increase in STEMI was observed with decreasing weight. No differences were recorded in heart rate, systolic blood pressure, and Killip class among the groups. In STEMI patients, BMI did not appear to influence the likelihood of receiving reperfusion therapy. BMI showed no relationship with either door-to-needle time or door-to-balloon time. Table 2 depicts the in-hospital medications that were administered to the study participants. Similar proportions in each group were given aspirin, clopidogrel, beta-blockers, angiotensin-converting enzyme inhibitors (ACEI), and thrombolytics. The high-weight groups were more likely to be treated with angiotensin receptor blockers and glycoprotein IIb-IIIa inhibitors than those in the normal-weight group (P<.001).
Medications
Procedures
Patients in the normal-weight group were more likely to have moderate-to-severe left ventricular (LV) systolic dysfunction (P<.001). Patients in the overweight, obese, and morbidly obese categories underwent significantly more cardiac catheterization procedures compared to the normal-weight group (P≤.001). Three-vessel coronary artery disease (CAD) was less prevalent in the overweight and obese groups compared to the normal-weight group (P≤.001). Patients in the overweight and obese groups undergoing percutaneous coronary intervention (PCI) (P≤.001) and coronary stenting (P≤.002) were more in number than in the normal-weight group ( Table 2) .
In-hospital outcomes
In-hospital outcomes were similar among the 4 BMI groups ( Table 3) . Patients who were overweight or obese had similar in-hospital adverse events and mortality compared to normal-weight patients.
Multiple logistic regression analysis
Multiple logistic regression analysis was carried out for the predictors of in-hospital mortality ( Table 4) . The independent variables significantly associated with mortality were age, beta-blockers, ACEI, statin, heart failure, and Killip class. BMI was not an independent predictor of in-hospital mortality.
DISCUSSION
Obesity is associated with numerous adverse cardiovascular effects. These include increased risk of hyperten- sion, type 2 diabetes mellitus, LV hypertrophy, dyslipidemia, heart failure, atrial fibrillation, stroke, sudden cardiac death, endothelial dysfunction, 14 and premature occurrence of myocardial infarction. 15 A meta-analysis of 21 long-term studies that followed more than 300 000 patients identified a 45% increase in coronary heart disease in patients who were overweight or obese, even after adjustments for blood pressure and cholesterol levels. 16 It has also been shown that obesity confers an elevated risk of ACS; each unit increase in BMI was associated with a 5% and 7% higher risk of ACS among women and men, respectively. 17 In patients with angiographically confirmed CAD, BMI is independently associated with unstable angina and myocardial infarction even after adjusting for other risk factors.
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BMI is an important health parameter and has a role in patient management, such as lifestyle modification; however, it was not available for 31% of patients with ACS in the SPACE registry. A high prevalence of overweight and obesity has been reported in the Saudi population. Al-Nozha et al reported a prevalence of 72.5% of overweight and obesity among the Saudi population. 6 A high prevalence was also reported in another recent study from the eastern province in Saudi Arabia, where 195 874 people were screened and the overall prevalence of overweight and obesity was 78.9%. 19 The prevalence of overweight and obesity in Saudi patients presenting with ACS has not been studied previously. Our study revealed a high prevalence of both conditions among the studied population; 72% of patients admitted with ACS for whom BMI was available were found to be either overweight or obese. This finding is in agreement with the results from the CRUSADE initiative and from the national cardiovascular registry (NCDR) in the United States. In the CRUSADE initiative involving 80 845 patients with NSTEMI, 70.5% of patients were classified as overweight or obese. 20 In the recently reported NCDR involving 50 149 patients with STEMI, three-fourths of the patients were overweight or obese. 21 Additionally, patients admitted with ACS who were overweight or obese tended to be younger than normal-weight patients. This observation was similar to the results of other ACS registries. [20] [21] [22] [23] [24] [25] [26] [27] This is due to the fact that obesity appears to accelerate established CAD, leading to premature occurrence of myocardial infarction. 15 Our study showed that normal-weight ACS patients, in addition to being older, were more likely to have a history of smoking and 3-vessel CAD (revealed by angiography) and more significant LV systolic dysfunction. It is well known that older age and smoking are independent risk factors for ACS regardless of the weight status. In patients admitted with ACS, an increasing trend was observed with increasing prevalence of risk factors (hypertension, diabetes, and hyperlipidemia) because the BMI increases across all the BMI categories. The prevalence of diabetes was extremely high in the studied population (57%), with a higher prevalence in overweight, obese, and very obese patients (58%, 60%, and 63%, respectively) compared to normal-weight patients (52%). The prevalence of diabetes in our study is the highest among the reported studies. 15, [20] [21] [22] [23] [24] [25] [26] This finding might be due to the high prevalence of diabetes among the Saudi population. 28 A history of CAD was also strongly associated with rising BMI. The same relationship, but to a lesser extent, was found with cerebrovascular disease. The fasting glucose and triglyceride levels were more elevated in patients in the higher BMI categories, reflecting the relationship of obesity with impaired glucose tolerance, metabolic syndrome, diabetes, and dyslipidemia.
Overweight and obese patients were more likely to have NSTEMI, while normal-weight patients were more likely to present with STEMI. These findings were in contrast to what was observed in a Portuguese ACS registry of 14 391 patients in which there were no differences in the prevalence of STEMI and NSTEMI in the high-and low-BMI groups. 26 Most patients received medications according to ACS guidelines. 29, 30 Saudi Arabia is developing in terms of its heath care system, and the drugs needed for ACS are available in most of the centers. Our study reflected the proper utilization of drugs for most cases. This could explain the observed low mortality among patients with ACS in our study. Interestingly, there was no significant relationship between the use of most medications and BMI, which may indicate that our health care professionals are treating ACS cases equally, irrespective of their weight. Glycoprotein IIb-IIIa antagonists use was significantly greater in overweight, obese, and morbidly obese patients. This could be explained by the fact that there is a higher prevalence of diabetes and higher rates of PCI among these patients, for whom the evidence for anti-platelet use is stronger. 31 Cardiac catheterization is not available in all hospitals in Saudi Arabia, yet a significant fraction of the study population underwent this procedure. This is because the study participants were recruited mostly from tertiary cardiac centers. Three-vessel coronary disease and LV systolic dysfunction were more prevalent in the normal/underweight BMI category compared to other BMI categories. However, more patients in the overweight and obese groups underwent coronary angiography and PCI compared to the underweight and normal-weight groups, similar to previously reported studies from the United States and Europe. 20, 22, 24 According to the "obesity paradox," overweight and obese patients with established cardiovascular disease seem to have a more favorable prognosis than leaner patients despite clustering of risk factors in the former. 32, 33 This observation has been reported in previous ACS registries from the United States, Europe, Japan, Portugal, and Israel. 20, 22, [25] [26] [27] In a meta-analysis of 40 studies with a mean follow-up of 3.8 years that included 250 152 patients with established CAD, outcomes for cardiovascular and total mortality were better for overweight and mildly obese groups compared to normal-weight patients. Adjustment for confounding factors did not change the findings. 34 The reasons behind this surprising paradox are unclear. Possible explanations include presentation at a younger age for obese patients with cardiovascular disease; more metabolic reserves for obese patients, who can thus better tolerate the catabolic stress of myocardial ischemia, lower levels of circulating atrial natriuretic peptides, and attenuated sympathetic nervous system and reninangiotensin responses; and greater toleration of higher doses of cardioprotective medications by obese individuals. 14, 33 The more aggressive strategy of treatment in overweight and obese patients, including increased use of medications, coronary angiography, and PCI, has been proposed to explain the improved outcome in patients with ACS. 20, 22, 24 Conversely, weight loss due to chronic disease may serve as a confounding variable, worsening outcomes in lower-weight patients. Other investigators have reported a U-shaped relationship between BMI and mortality in ischemic heart disease, with higher mortality in underweight and extremely obese patients and lower mortality in overweight and moderately obese patients. 21, 27 In the recently reported NCDR from the United States, there was higher adjusted in-hospital mortality in the extremely obese patients compared to other weight categories. In contrast, and despite the more aggressive treatment of the high-BMI group, our study did not show evidence of an obesity paradox; no significant differences were reported in the outcomes regardless of the BMI, which is in agreement with a previous observation from the Middle East.
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This could be due to ethnicity differences between the Middle Eastern and Western societies, and might also be explained by the younger age group in our study population (across all BMI categories) and the narrower age gap between normal-weight and overweight and obese patients in our study population compared to other reported studies, in which the age difference was larger. 19, [24] [25] [26] [28] [29] [30] [31] In addition, this might also be due to the high prevalence of diabetes and other risk factors among all BMI groups, which would decrease the differences in the outcomes between the normal-weight and high-BMI groups. Based on multiple logistic regression analysis, BMI was not an independent predictor of mortality in this study; this is in agreement with an earlier study from the Middle East. 23 Several limitations exist in our study. First, the use of BMI is limited by the fact that it cannot discriminate between fat mass and lean mass; the cutoff values may be different for specific ethnic populations, and BMI does not reflect body fat distribution, such as abdominal fat. Therefore, BMI may not be the best measure of cardiovascular risk. 34 The combination of BMI and waist circumference may offer a better method for assessing obesity than BMI alone. Second, our study was limited to short-term in-hospital outcome. Third, as with most other registries, hospital enrollment was voluntary; thus, the study results may not be a representative of clinical practice in all hospitals in the country. In addition, hospitals that participated in the registry could be more enthusiastic about adherence to guidelines and quality improvement initiatives. However, the wide geographic distribution of several hospitals from different health care sectors in our study provides a reasonable overall representation of ACS care. Fourth, there was an inherent selection bias because of the observational nature of the study design. Finally, the sample size in the extremely obese BMI group was small.
In conclusion, this study revealed a high prevalence of obesity among patients with ACS. Moreover, we did not observe the obesity paradox in our study population in Saudi Arabia. Primary prevention programs for obesity are sorely needed at the national level. More studies with longer follow-up periods that incorporate both BMI and waist circumference or BMI and waistto-hip ratios are needed. 35, 36 
